The aim of this study is to map the awareness of gender, socioeconomic, immigrant and ethnic health inequalities in health at schools, maternal health and traffic injury health prevention programs. The study was conducted in the 19 health descentralized areas in Spain, 17 autonomous community (ACs) and the 2 autonomous cities (ACities). The data were collected from May 2008 to January 2009. The unit of analysis was the collection of policy documents setting out the programs mentioned above and the related support material in each AC. A reading guide was used to analyze the awareness of inequalities. With regard to health at schools, 2 of 10 programs show a high awareness of inequalities and include many specific proposals to be implemented at the local level. Regarding maternal health, 13 ACs have prepared support material with high awareness of inequalities to be implemented. A traffic injury program has been created in two ACs. We map the whole situation in Spain regarding the health programs that we have used as examples and their awareness of inequalities. We can conclude that there are differences between the regions studied in Spain and in general, the awareness of inequalities is low.
Introduction
Scientific research shows that there are inequalities in mortality and morbidity among the population in both low-and high-income countries [1, 2] , including Spain [3] . For this reason, efforts are being made to review and propose intervention strategies to reduce these inequalities and their impact on health [4] . Some countries [5] [6] [7] have formulated national strategies or health policies, to reduce them and likewise, World Health Organization (WHO) has included reduction of health inequalities as one of the main objectives of its strategies [8, 9] and has collected data for years to provide evidence and models of good practice [10] .
Health policies are the result of a policy-making process including different stages, which are not always linear, and policies do not always fulfill these different stages [11] [12] [13] . In order for a topic or an issue, health inequalities here, to be considered in the political arena, it needs to enter a process of policy development. This includes the definition of the problem by technical and scientific information identifying and producing information on what the situation is and what the possible proposals for intervention are to improve the problem [11] [12] [13] [14] . It is important to identify relevant information on the social construction of health problems and also find the key actors and interest groups that will provide arguments (for or against) which finally will lead to identifying the difficulties in making political ideas become actions, bearing in mind the context of the policy [15] . This contributes to the fact that an issue such as health inequality is included in the agenda setting. The step prior to the explicit formulation of a policy document, which happens to be the aim of contribution of this study, is to discuss if inequalities have entered the political agenda and thus in formulation of health policies in Spain.
Tackling the determinants of health inequality shall be core to the government's commitment to reducing health inequalities. Health factors are themselves socially determined. National policies, regional strategies and services at the local and community level also directly affect the environments to which we are exposed, the habits we develop and the health care system to which we turn in times of need. Policy intervention scope is considerable [16] .
Little is known about how to ensure interventions are made to be effective and contribute to the objective of reducing inequalities. However, there is certain consensus that they should be interdependent based on the accumulated experience of various sectors, not only addressed to people in situations of extreme poverty but also those that help reduce the social gradient between groups, have an impact on health determinants and be explicitly described so that they can be monitored and evaluated [17] .
The contribution made by explicitly including the gender perspective in health programs and policies has been widely demonstrated. It has contributed to the detection and treatment of health problems, a better understanding of epidemiology, inclusion of differential psychosocial aspects of disease, adaptation of health care to specific needs and a greater participation and involvement of the population in activities preventing disease and promoting a healthy lifestyle [18] [19] [20] . Literature supports the idea of gender inequalities in maternal health since nowadays women are the sole target of these programs, whereas the gender approach includes both members of a couple in the whole process, encouraging the active participation in decision-making processes, deciding a birth plan [21, 22] . These benefits may be enhanced if the explicit objectives are extended to other determinants, such as the socioeconomic level, immigrant or ethnic minority status.
The last socialist government in Spain commissioned Professor Vic xenc Navarro to create a report on inequalities in health [23] . As occurred with the original black report in England, a change of party in power (1996) left the Spanish report in a vacuum; it was not recently publicized nor its recommendations taken into account by the conservatives in the next decade. During these years, some autonomous communities (ACs) developed their own reports on inequalities, such as Catalonia, Euskadi and Andalusia. The creation of the WHO 'Commission of Social Determinants of Health' and the launching of the report fueled the interest of the Spanish government on the issue, and a Spanish commission to reduce health inequalities was created in November 2008 by the socialist party, publishing their report in May 2010. But the majority of the documents that have been revised in this study were created before the commission started functioning. However, in 2006, the 'Health Observatory for Women' working in the Ministry of Health and its objectives were to introduce the gender approach and analysis of inequalities in health services programs.
Some instruments were designed to analyze and compare health plans [24] and a more specific analysis was carried out in Spain to determine how socioeconomic and gender inequalities were included in health plans [14, 25] . The aim of the present study is to use this methodology of analysis of health program documents so that they become more operative instruments for health interventions and to determine if proposals of action to reduce inequalities are made, including the principles and values that will rule said program, the program duration, the program objectives and the strategies and interventions (also called actions or activities) to be implemented in order to meet the program goals [13] . The study of such documents was justified from a health policy analysis perspective because they provide information on the actions explicitly mentioned and therefore also identify those that are not mentioned and remain invisible, that is, those that are not a priority for the duration of the plan. In addition, whereas data shows the result of actions taken in the past, plans and programs deal with interventions to be conducted in the future. Its interest lies more in its negative predictive value-it is very rare to perform health actions for reducing inequality which are not described in the programs or plans-than in its positive predictive value-many proposals might never be implemented.
In the case of Spain, this analysis is of great importance since public health and health care jurisdiction are decentralized. This makes it a natural place to experiment with the analysis of policies since there is a general legal framework under which the Ministry for Health and Social Policy (MHSP) is responsible for the task of coordination and the different ACs have the power to develop their health programs and policies independently [26] .
The objective of this study is to describe the awareness of gender and socioeconomic health inequalities, as well as those among immigration status and ethnic minorities, in health at schools programs, maternal health and traffic injury prevention programs of the ACs and ACities in Spain.
Material and methods
A descriptive study on the awareness of health inequalities based on gender, socioeconomic level, immigration status and/or ethnic minority status was carried out in three health promotion programs (HPP)-the health at schools program, the maternal health program and the traffic injury prevention program-developed by the different ACs and ACities in Spain. Awareness of inequalities means the extent to which the HPP take into account gender, socioeconomic level, immigration and/or ethnic minority status as categories of analysis to describe the health situation of the population and formulate objectives and activities to reduce inequalities. The reason why these four areas are included is due to the large amount of information related in Spain, especially in the last years, in the political arena.
The study setting was the 17 ACs in Spain and the 2 autonomous cities (ACities), Ceuta and Melilla. The period in which data were collected was from May 2008 to September 2008 but continued up to January 2009 in the case of traffic injury prevention, due to the lack of time to complete collection.
The unit of analysis was the documents for setting up the HPP. The health at schools program took place in a setting with experience in working together with educational sectors; the maternal health program (pregnancy, delivery and puerperium) which included a traditional collaboration of public health and health care services and the traffic injury prevention program based on intersectoral collaboration was selected. Moreover, all related support material published by the public health regional authorities has been selected and studied for each HPP and each AC. These programs were selected as potential 'tracers' to explore if programs that were more focused on health services or child-related health or that had a higher intersectoral participation of institutions and/or of civil society showed differences in the priority they give to inequalities.
A systematic search was performed to identify key documents. Each AC's and ACities Ministry of Health Web site and the programs and/or related support material were consulted and considered. The reason for only selecting the information available on health websites is that health professionals find in them the programs, objectives and activities to work accordingly. When a program is shared by several sectors, each Web site describes the objectives to be achieved by each institution. All 19 Regional Health Authorities official websites and all documents related to the three issues were selected for study; thus, there was no sampling.
When it was not possible to obtain the program documentation, the Public Health Directorate, Health Promotion, was contacted via telephone or email and information was requested as to whether or not a specific program existed, its current statues (in force or under revision), availability of a written document or any other material related to the program. Four members of the research team carried out the search for documents in groups of two for each of the three programs, with one person taking part in all the searches.
Based on the experience, a reading guide was adapted and used to identify questions of interest in all documents that were systematically analyzed, in order to detect the awareness of inequalities [14, 25] . Table I shows the reading guide used in the study. It was used to see if the program included contents and/or activities related to inequalities. With regard to support material, different types of documents were identified and selected for the analysis: hypertext on the web providing very general information; technical reports, including annual summaries of activities performed or specific analysis of the situation; material addressed to the population, such as leaflets or adapted guidelines; material addressed to professionals, such as protocols or clinical guidelines, subprograms addressing partial aspects of the subject; documents containing experiences or cases describing specific interventions in detail; intersectoral activities and networks set up to share good practice and difficulties.
We reviewed all sections of the Web site, including a search for key terms such for example 'mother and child' or 'traffic education'. In general, the structure of the web allows the visitor to go to the specific program or general sections such as 'Mother and Child', 'Health Promotion', 'Health Programs' 'Health Education' and has documents on both program and/or 'related support materials' available. We analyzed both regional health programs which are more political-type documents containing proposals about the type of activities that need to be carried out by local health professionals who are working in a public health center, health care centers, town halls, etc. and also support materials: a different kind of material to support and enhance these activities, including if they collected information about how the activities are being performed at the local level; technical reports including annual summaries of activities performed or documents containing experiences or cases describing specific interventions in detail. All the documents identified with these characteristics were read using the systematic reading guide.
A descriptive analysis was done for the following: (i) the existence or not of a written program identifying a proposal regarding inequalities, (ii) the documents supporting development of the plans using the same reading guide. For each of the three programs studied, two members of the research team read the documents and analyzed the awareness of inequalities in health. If there was any doubt or discrepancy, a joint analysis was performed by all the members of the research team in order to reach an agreement. These findings were supported with a content analysis identifying the key phrases that we chose to classify a document as positive to inequalities awareness.
Awareness of inequalities based on gender was considered to exist if reference was made to the concept of sex/gender or gender roles, the data were differentiated by sex or a non-sexist language was used. Regarding the socioeconomic level, awareness of inequalities was considered to exist if aspects related to social status, educational level, income, deprived persons or low economic level were specifically mentioned and with regard to immigration status, if any explicit reference was made to immigrants or to any ethnic minority. The programs were classified as 'general' if they included proposals or actions aiming to achieve 'equity' or 'reduce inequalities' without specifying any of the axes of inequality described (gender, socioeconomic or immigration status or ethnic minorities).
When the health program or support materials had a great number of actions for tackling inequalities found in the core studies, the program or the support material would be considered to have 'high awareness' of inequalities. If there were few proposals, the program or the support material was defined as 'low awareness', and therefore, if the program or the support material contained no proposals, they were classified as 'no awareness'. Tables II-IV show the differences between the objectives that explicitly expose issues related to inequalities and the activities described in the analyzed health programs. There is higher awareness of inequalities in the program activities (policy action) than explicit objectives to tackle inequalities (policy attention). Also, it can be observed that there are support materials with awareness of inequalities without explicit mention of awareness of inequality in the program. This occurs most strongly in the case of maternal health.
Results
Awareness in health at school programs and support material Table II shows Aragon AC has no written program but provided various types of support material with high awareness: a guide for HPP, which focuses on the fact that '[.] the project should be addressed to health determinants' or '[.] that they guarantee an equity approach to inequalities based on social status, gender or geographic distribution' or an accessible written example of good practice in schools with a vulnerable population. Catalonia has developed material addressed to professionals, 'protocol for immigrant children', which includes preventive measures and promotes health at school. Aragon, the Canary Islands, Madrid and Navarra ACs have developed intersectoral networks that bring together different health interventions carried out in schools, some of which are explicitly aimed at or take into account aspects aimed at reducing inequalities. All five ACs have been classified as 'low awareness'.
Awareness in maternal health programs and support material
Five ACs have a comprehensive maternal health program (Table III) , four of them with low awareness and one with no awareness. Galicia has an Integral Plan for Women with a section on the need to facilitate and improve the access for all women to the pregnancy program, to provide information and support to encourage women to participate in making their own decisions and to involve the woman's partner or whomever else she chooses in the process ('accompanied by your partner or by whoever she choose'). Moreover, health care professionals have been trained in decision making and in the gender approach. Also, the Canary Islands, Valencian Community and Cantabria have included in some aspects issues related to gender inequalities but with low awareness.
Thirteen ACs have created support material regarding awareness of inequalities, namely Andalusia, Cantabria and the Valencian Community; all three with a high awareness. Andalusia's subprogram 'Integrated Healthcare Process' includes the gender approach and specifies that 'a woman may decide which birth position to adopt' or that 'an understandable language for women of any level of education or culture should be used'. Cantabria has developed a subprogram 'Strategy for a Normal Birth', which includes 'encouraging participation of women in informed decision making'. It also has a protocol for health care during pregnancy and puerperium, which suggests including information on socioeconomic level in medical records; this implies recognition of these aspects as health determinants. Valencian Community has published leaflets such as 'The Adventure of Being Parents' addressed to the general population and professionals, which includes aspects related to the right to making decisions regarding the type of delivery ('state your desires and expectations for the time of delivery and birth of your baby in the birth plan') or who will be present at the birth ('[.] participate more actively in your son or daughter's delivery') and some of these documents have been translated to different languages. Overall, the number of programs is small and their awareness is low. However, there is a large amount of support materials that attempts to take into account the different social circumstances that result in inequality. Five ACs have no awareness of inequalities included in the health programs' support materials.
Awareness in traffic injury prevention programs and support material
As shown in 
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Mapping the awareness of inequalities in health programs Table IV . available on the Web with high and low awareness, respectively. Catalonia mentions the existence of such a program but since it is an intersectoral matter, the reader is referred to the Department of Motor Vehicle's Web site. In Andalusia, 'The Integral Attention to Accidents Plan 2007-2012' describes the situation for men and women and includes in its objectives a reduction in inequalities in morbimortality due to traffic injuries ('correcting the inequities of the impact of accidents'), as well as some activities aimed at exploring the different cultural concepts and social conditions ('[.] promote studies to detect inequalities in car accidents' or 'the services should be planned to meet the needs of all people and ensure the most vulnerable groups' care'). In Valencia, the situation is described for each sex. Four ACs, especially the Valencian Community, have created some sort of support material, which basically takes the form of documents describing the epidemiological situation differentiated by sex or information for the population describing the various risks. Thirteen ACs and ACities did not develop any kind of material for injuries prevention where a specific inequality issue was highlighted, for example describing the situation by sex. Being therefore classified as no awareness of inequalities.
Discussion
Our study shows that in the vertical health programs designed by the authorities (top-down design) to be implemented at the local level, aspects relating to reducing inequalities have only been considered in some ACs and only partially.
In the case of health at schools programs, two programs have high awareness of inequalities and a large number of specific proposals for their implementation at the local level. In maternal health, some ACs have elaborated high awareness of inequalities support material to implement at the local level, although the documents setting out the programs do not include such awareness. Finally, awareness of inequalities has been incorporated in the traffic injury prevention programs of two ACs, in particular that of Andalusia, which is the most concerned about the matter.
This varying distribution of inequalities as a priority in the political agenda may be explained by the role of the MHSP, which has provided no clear orientation on the fact that inequalities are a public health matter. In fact, only recently, well after the data collection period of this study, it was made public that addressing health inequalities is a priority of the European Union presidency and a committee was created to study the situation in Spain [27] . This may explain in part the fact that the support material published for the pregnancy, delivery and puerperium program does indeed have greater awareness of inequalities, especially those based on gender, following the guidelines of a national strategy, supported by the Women's Health Observatory of the MHSP. This Observatory started in 2005 and it is addressed explicitly to mainstream the gender approach and equity in health services [28, 29] . It not only enhanced the prominence of gender and awareness of inequalities theoretically, but it has also been financially supportive to the development process of this national strategy in the regional government. This is reflected in the results of Table III , in which the support materials in general have a greater awareness of inequality.
Also, there is higher awareness of inequalities in support materials that were produced after the programs were published since this issue has been discussed recently at both the technical and the political level. However, the inequalities are more invisible in the programs since they are medium-term policy documents (5-10 years).
Some limitations of this study may be found in the data collection process. Design and operability of some websites made for difficult access to documents since the sites were sometimes not userfriendly or not up-dated. Moreover, certain programs did not even always belong to the same department in all ACs. In some cases, answers were not received after various attempts to communicate personally or by e-mail. Also, the search was limited to a specific period of time, so programs or documents which were under construction and which have been published subsequently were not included.
There is an ever-increasing amount of scientific literature relating to the analysis of policies in which the unit of analysis is the policy documents. For instance, to compare the strategies to reduce health inequalities in ethnic minorities in Scotland and Belgium, using policy documents, it was concluded that the commitment made by Scotland is much greater because the problem is recognized (data exist) and a strategy, a policy document, is published [30] . Ritsatakis [31] found that 51% of the cities included in the healthy cities network have explicitly expressed their commitment to equity in their municipal plans. Also, we have knowledge on the development of health inequality policies over the last 20 years in Norway on how health inequality problem was defined, and whether it was included in the objectives and in the activities to achieve those objectives [32] . They concluded that inequalities have progressed from not being a priority to being considered a top priority in the public health policy of Norway. An analysis of cancer control documents in 32 countries of the OECD led to the conclusion that social health determinants have not been included but have been addressed in terms of risk factors and individual behaviors that differ greatly from the recommendations concerning intermediate and structural interventions [33] . In Australia, a more similar analysis to ours was performed, in which the health policy documents of each state were identified and analyzed to determine whether equity was a value, and whether the strategies, objectives or activities included proposals to reduce inequalities. The conclusion was that generally all the policy documents included equity as a value but it was not sufficiently mainstreamed [34] . A snapshot of how far and how fast competency devolution occurs, from the UK to the government of Wales and Scotland, effecting policy divergence in the complex arena of health inequalities shows how the three countries have taken different approaches to assess performance and the setting of goals, whereas approaches to health inequalities policies seem to have been remarkably similar up until 2007 [35] . Our study can contribute, together with the above methodologies, to development in different countries and settings, to be a model of analysis that can be applied in other countries with a decentralized state political structure similar to Spain and also to compare the formulation of policies between different countries.
We know that the major health determinant is not the health care services; however, many interventions have been identified to be carried out by them. Therefore, it is necessary to make the most out of what we have and build on what is available to create awareness of the problem. It is unlikely that any other sector will consider health inequalities if the health care sector does not introduce them on a routine basis in health policies and its analysis, also since other sectors' policies have an effect on health inequalities as well, aspect which is already considered as an important issue for the future Public Health Act [36] .
It is difficult to know which interventions are made or which interventions work due to the existing difficulties in assessing public health interventions and due to the fact that the necessary information to do so is not collected [37] . An important feature is that whereas epidemiological data have been systematically collected for many years, when it comes to interventions, there is no system to collect information, which makes it very difficult to advance analysis of the best way to implement interventions and study the evidence in detail [38] . In fact, it is possible to find some small experiences focused on reducing inequalities carried out at the local level, such as town halls, health care centers or hospitals, and which have been introduced at congresses or informal round tables [39] but have not been recorded in any kind of format that allows them to be retrieved. However, information on the way these experiences progress, their weaknesses or strengths, the adaptation to different settings or cultural or social environments, the possible innovation in the execution or implementation of each experience which might result in a local improvement, is not collected in any Web site or document so that it can be retrieved, therefore contributing to no bottom-up flow of information. When we reviewed the websites or asked the person in charge of designing the programs about the experiences of intervention on tackling inequalities in the Region at the local level, they could not respond due to the lack of any routinely collected information. In our country, unlike other countries, there are not networks or databases for sharing experiences in tackling inequalities that can be used to learn from each other and build on others' experiences. This information may be in writing but it is not accessible, thus discussing, responding and learning from experience becomes impossible. Neither is it possible to design programs based on the experience obtained at every level of implementation since the evaluation should serve to generate knowledge that may be used at the local and regional level and contribute to the learning process [40, 41] .
We map the whole situation in Spain regarding the health programs we have studied as examples and their awareness to inequalities. We can conclude that in Spain, there are differences between the regions studied and in general, the awareness of inequalities is low.
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